Study Objectives: Many pediatric patients requiring inpatient admission are otherwise healthy children with self-limited illnesses and discharged within 48 hours, making them ideal candidates for care in a pediatric observation unit (POU). Respiratory illnesses remain a leading cause for hospital admission and there have been recent changes in the management of these conditions. Differences in patient outcomes for admission to a POU versus a pediatric inpatient unit (PIU) have not been thoroughly evaluated.
We determine differences in length of stay (LOS) and cost between children being admitted to a pediatric observation unit and a traditional inpatient unit.
Methods: In January 2017, pediatric inpatient beds were moved from an urban, academic, community hospital to an off-site tertiary academic children's hospital. Subsequently, a pediatric observation unit (POU) was opened adjacent to the pediatric emergency department. In this retrospective observational cohort study, eligible subjects included children 0-18 years old who met criteria for admission to the POU. As the units were not concurrently open, data was collected from January through June 2016 for children admitted to the PIU and January through June in 2017 for children admitted to the POU to control for seasonal variation in admissions. Information regarding the current illness, past medical history, treatment in the PED, and course in the POU or PIU were collected. The hospital LOS was analyzed as the primary outcome. Changes in level of care and composite hospital costs and denials data were collected as secondary outcomes.
Results: Data from 116 admissions have been analyzed, 65 admitted to POU and 51 to PIU. Group characteristics are listed in Table 1 . The mean LOS was 25.0 hours, 95% CI [21.5, 28.5] for the POU group and 64.5 hours, 95% CI [54.6, 74.5] for the PIU group (p<0.01). Three patients in the POU group were subsequently transferred to the PIU, none were transferred from the POU to the intensive care unit (ICU), and 1 patient was transferred from the PIU to the ICU. The physician staffing cost to patient ratio was $2,293 for the PIU and $2,403 for the POU. The payer denial rate for PIU and POU was 10.0% and 0.6%, respectively, for visits less than 48 hours.
Conclusions: Children admitted to the POU appeared to have a significantly shorter LOS compared to those admitted to a PIU without more complications. Pediatric observation units may provide the means toward costefficient, patient-centered care for children with illnesses requiring brief hospitalizations. Study Objectives: Current advances in the US Federal Aviation Administration have resulted in greater utility to both civilian and medical personnel. At present, medical intervention by unmanned aircrafts in times of critical need is limited and largely not studied within the United States. This study aims to determine the demand for, feasibility of, and risks associated with the use of UAVs to intervene, assist, and observe acute medical situations both outside and within hospitals, mass casualty scenes, and simulated medical situations in times of critical demand. Objectively we aim to determine the impact and beneficence of unmanned aircraft in medical situations in times of critical need. Using a population-based model we evaluated whether children were more likely to benefit from intervention with unmanned aircraft. A secondary outcome of this study will be to determine improvements in first responder time with drones versus ambulances.
Patient characteristics POU PIU
Methods: Primary comparison between response times of emergency medical services versus UAS in the zip code affecting the encatchment area of our hospital was compared using publicly available data on the NYC public response network. After establishing average response times one emergency medical services first responder data we compared them to travel times established using UAS during peak rush hour times (7am-9am and 4pm-7pm). Comparative analytics including average time to first response and speed of travel were compared.
Results: Average time to first response of emergency medical services for lifethreatening emergent calls was 9.54 mins with a travel velocity of 5.04 mph with a standard deviation of 0.5 and 0.27 respectively (non emergent 13.9 minutes and standard deviation of 1.67, velocity of 3.49 mph, standard deviation of 1.77). The UAS time to first response average was 6.48 mins with an average travel velocity of 6.54mph with standard deviations of 5.24 mins and 4.47mph respectively. UAS response was found to be 38% faster at arriving compared to emergent medical concerns with a 25% increased velocity and 72.8% faster at non emergent with a 59.5% increased velocity.
Conclusions: UAS response in acute medical interventions in an inner city environment will reach responders faster and more quickly than compared to standard emergency medical services ambulance calls during peak rush hour traffic. By utilizing open air space drones are not encumbered by difficulties of inner city traffic congestion and difficult-to-reach addresses. Possible life-saving interventions with first response associated with UAS can include acute anaphylaxis, opiate overdose, asthma, cardiac arrest, and sarin poisoning as these conditions have been associated with decreased mortality based on time to intervention by first responders. At minimum they can serve to increase information available to the already dispatched providers to help increase situational awareness. Future investigation into how UAS systems can augment the future scope of emergent health management in the pediatric population is needed and should be thoroughly investigated. Study Objectives: There is a growing recognition of the unique challenges encountered while providing emergency care to cancer patients. We have recently presented data describing why these patients present to the ED and have explored patient characteristics that are most likely to require a repeat ED visit within 7 days. Here, we designed a study to investigate if there is a difference in outcomes when patients are seen at an emergency department affiliated with a National Cancer Institute (NCI)-designated hospital versus the general community.
Methods: We performed a retrospective cohort study to investigate cancer-related ED visits from all licensed non-military acute care hospitals in California using a nonpublic statewide database. We queried cancer-related ED visits for patients 18 years of age during the 2016 calendar year and recorded ED admission and discharge diagnoses, cancer types, and medical comorbidities. Bounce-back visits were defined as ED return visits within 7 days of a preceding ED discharge. Visits were categorized based on whether the ED was in the general community, or affiliated with 1 of 8 NCIdesignated cancer centers in California (City of Hope, UC Irvine, UCLA, UCSD, USC, UCSF, Stanford, or UC Davis). Cancer types were defined and categorized using primary and secondary ICD-10 codes as designated by the NCI.
Results: In 2016 there were 103,523 cancer-related ED visits that met our inclusion criteria. At NCI-designated hospital EDs (NCI EDs), 4,297 patients comprised 5,501 index visits. Interestingly, the 7-day bounce-back rate at NCI EDs was slightly higher than at general community EDs (GC EDs), 18.1% versus 17.6%. There was no significant difference in the types of cancers that were seen at GC EDs versus NCI EDs. The most common diagnoses among all ED bounce-backs were septicemia, abdominal symptoms, and other cancer-related pain. One stark difference was the rate of septicemia, which was present in 6.1% of GC ED revisits versus 3.8% of NCI ED revisits. The rate of admission upon bounce-back to a GC ED was 36.6% b 40.3% at an NCI ED, while the rate of mortality during that admission was higher for GC EDs (8.7% versus 6.5%). Interestingly, the Charlson Comorbity Index Score, which accounts for cardiopulmonary disease, diabetes, and liver disease in addition to cancer, was significantly higher among patients at GC EDs compared to NCI EDs (CMI Score of 3+ in 53.3% versus 42.8%).
Conclusions: These data highlight interesting differences in the characteristics of bounce-backs among cancer patients seen at NCI EDs versus GC EDs. The slightly higher rate of bounce-backs at NCI EDs may be due to a combination of treating more aggressive cancers and being more comfortable with discharging potentially sick patients. The fact that sepsis was less common on repeat visits at NCI EDs perhaps suggests that these EDs are more proficient at identifying sepsis on the index visit. Although the rate of admission upon bounce-back was higher at NCI EDs, they had a lower mortality during that admission, suggesting either a higher level of care provided at those NCI hospitals, or that those sicker patients were more appropriately identified during the index visit. We hope that by further studying these differences in outcomes at NCI EDs, we can identify appropriate strategies for treating these cancer patients in the general community on their index visit. Study Objectives: Difficult IV access (DIVA) is frequently encountered in the emergency department (ED). Ultrasound-guided peripheral intravenous catheter insertion (USGIV) has emerged as a safe and effective procedure to establish access in patients with DIVA. Despite the rise in USGIV training programs, little is known about the frequency of patients with DIVA events, how these events affect delays in care, and if those delays differ if the USGIV is placed by a registered nurse (RN) or a physician (MD). The objectives of this study are to 1) describe how DIVA affects delays in care; and 2) determine if delays differ if USGIV insertion performed by a traditionally trained MD (attending or resident) or a rigorously trained nurses.
Methods: This is a single-center cohort study at a large, urban, academic ED with 90,000 annual visits. In 2015, a novel simulation-based mastery learning (SBML) USGIV
